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ABSTRACT
McQuagge, Elle Keenan. Development of a palliative care module for integration within an
existing heart failure clinic. Unpublished Doctor of Nursing Practice scholarly project,
University of Northern Colorado, 2022.
Heart failure affects 6.2 million of the American population. This number is expected to
grow to a staggering 3% of the entire U.S. population over the next 10 years. Heart failure is
characterized by a variety of physical and emotional symptoms including shortness of breath,
rapid weight gain, fatigue, depression, and anorexia. These symptoms greatly challenge the
patient’s quality of life and day-to-day activities. Unfortunately, 50% of patients with heart
failure die within five years of being diagnosed. Palliative care is a service dedicated to
improving the lives of patients with chronic, life-threatening illnesses. Although providing
palliative care to patients with heart failure was exhaustively recommended in literature as well
as by governing bodies, many patients with heart failure do not receive this service.
The development and implementation of a palliative care module to be integrated into an
existing heart failure clinic in northeast Florida was the basis of this Doctor of Nursing Practice
project. The purpose of this project was to increase access to palliative care for patients with
heart failure within an existing heart failure clinic. This module was developed utilizing
evidence-based information from an exhaustive literature review. The continued development of
the module was guided by the Stetler (2001) model of research utilization. A validation survey
was completed by expert panelists to provide a comprehensive assessment of the module and
prepare it for future implementation.
Keywords: heart failure, palliative care, palliative care module, heart failure clinic
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CHAPTER I
INTRODUCTION
Heart failure is one of the most common cardiovascular diseases in the United States with
6.2 million Americans facing this diagnosis (Virani et al., 2020). It is a chronic illness often
providing patients with poor prognoses and an uncertain illness trajectory (Lewin et al., 2017).
The stretching/abnormal enlargement of the cardiac muscle, known as heart failure, limits the
amount of available oxygen-rich blood needed to reach vital organs in the body. This failure
contributes to a multitude of physical and emotional symptoms patients face including shortness
of breath, fatigue, depression, and anorexia (Lewin et al., 2017). Although survival has
drastically improved for this patient population, over 50% of patients with heart failure die
within five years of being diagnosed (Im et al., 2019). Palliative care is a service that could
relieve symptom burden as well as increase the quality of life in patients with life-threatening
illnesses (World Health Organization [WHO], 2020). The American Heart Association (AHA;
Gupta et al., 2013) as well as the American College of Cardiology (ACC, 2017) both recognized
the significant symptom burden in patients with heart failure and recommended initiating
palliative care at any stage of the disease trajectory (Bierle et al., 2021; Botha, 2020; Gelfman et
al., 2017; Hunt et al., 2001). Despite the growing recognition of palliative care needs in patients
with heart failure, many patients do not receive this care and/or overestimate their life
expectancy (Anscombe & Middlemiss, 2019; Walthall et al., 2020). The high rates of mortality
along with symptom burden make patients with heart failure excellent candidates for palliative
care services.
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Background
Overview of Heart Failure
Heart failure is chronic and progressive, meaning the disease is long-lasting and worsens
over time. It is commonly described as a disease based on symptoms as the severity and
management depend on how the patient is feeling both emotionally and physically (Singh et al.,
2022). Examples of physical symptoms related to heart failure include fatigue, shortness of
breath, dyspnea on exertion, inability to lay flat (orthopnea), as well as fluid accumulation
(edema; Botha, 2020). These, along with emotional symptoms such as depression and anxiety,
contribute to diminished quality of life as well as an uncertain illness trajectory (Singh et al.,
2022).
Heart failure is an exorbitant economic burden in the United States. Current Medicare
costs for heart failure surpass all other chronic illnesses by a sobering $32 million per year and it
is expected to double in the next 10 years (Gelfman et al., 2017). Additionally, the cost of heart
failure to insurers is up to $12,000 per person per year (Hajar, 2019). Currently, about 6.2
million Americans have heart failure, which is a subset of heart disease. In the state of Florida
where this Doctor of Nursing Practice (DNP) scholarly project took place, 2 of every 10 deaths
were caused by heart disease this year (Florida Health, 2022). The number of Americans with
heart failure is expected to grow to a staggering 3% of our entire population within the next
decade (Hansen, 2021). Based on this projection, costs will grow and an increasing number of
Americans will suffer from the exhaustive symptoms of heart failure (Hansen, 2021; Virani et
al., 2020).
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Overview of Palliative Care
Palliative care is a service that relieves symptom burden and increases the quality of life
in patients with life-threatening illnesses (WHO, 2020). The WHO (2020) recognized that lifelimiting illnesses such as heart failure are a significant challenge for patients and their families.
There is also support for early palliative care implementation in chronic diseases to identify and
assess individuals and their families' physical, psychosocial, and spiritual needs (WHO, 2020). A
growing body of evidence supported palliative care as it improves patient-centered outcomes,
specifically in heart failure patients (Bakitas et al., 2017; Brännström & Boman, 2014; Campbell
et al., 2018; Hansen, 2021; Kernick et al., 2018; Singh et al., 2022). Additionally, support for
integrating palliative care within existing heart failure clinics could be beneficial for patient care
and time management; however, this concept remained elusive in the literature (Anscombe &
Middlemiss, 2019; Singh et al., 2022).
Although a critical component of chronic disease management, palliative care remains
vastly underutilized. Worldwide, only about 14% of individuals who need palliative care receive
it (WHO, 2020). An unfortunate barrier to palliative care is many patients, families, and
providers equate it to an end-of-life service (Grant & Graven, 2020). In actuality, palliative care
was designed to be delivered in tandem with aggressive life-sustaining care (Bierle et al., 2021;
Botha, 2020). The AHA even stated that the use of palliative care was not and should not be
considered analogous to the withdrawal of disease-modifying therapies (Allen et al., 2012;
Gelfman et al., 2017). Very little evidence indicated patients who engaged in palliative care were
subsequently placed on end-of-life services or chose to decline treatment during the management
of heart failure (Hansen, 2021).
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Early palliative care discussions have been shown to improve patient quality of life,
reduce symptom burden, and prevent unnecessary hospitalizations in patients with heart failure
(Bakitas et al., 2017; Brännström & Boman, 2014; Gandesbery et al., 2018; Hansen, 2021;
Walthall et al., 2020; WHO, 2020). Patients with heart failure were also more motivated to take
part in their plan of care after palliative care discussions (Kane et al., 2018). However, patients
living with heart failure often face challenges in accessing appropriate services, resulting in
unnecessary suffering (Lewin et al., 2017). In the hospital setting, just 6% of patients with heart
failure receive palliative care consults despite their heart failure prognosis (Hansen, 2021). It is
estimated only one out of three patients with heart failure receive palliative care and it is usually
not initiated until their final weeks of life (Bakitas et al., 2017). The lack of access to palliative
care services is often due to a reluctance by providers to make referrals and an unpredictable
disease course (Kernick et al., 2018). The lack of outpatient community resources for palliative
care remains the most significant barrier (DeGroot et al., 2020; Gandesbery et al., 2018).
Outpatient palliative clinics are rare and patients often wait weeks to months to receive an
appointment (Gandesbery et al., 2018).
Integrating Palliative Care into Heart
Failure Management
Integrating palliative care into heart failure management is not a new objective. Heart
failure guidelines by the ACC (2017) and the AHA (Gupta et al., 2013) included the topic of
palliative care as far back as 2005 (Gandesbery et al., 2018). However, it was not until 2013 that
these same organizations discussed palliative care for heart failure in the outpatient setting
(Gandesbery et al., 2018). Although these governing bodies recommended palliative care along
with advance care planning as an early intervention for heart failure patients, there was still a
limited amount of research on the physical integration of palliative care into heart failure
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programs in the outpatient setting (Lewin et al., 2017; Maciver & Ross, 2018). Integrating
palliative care into any chronic disease management is exemplary for future models of palliative
care (Cruz-Oliver, 2017).
Barriers to integrating palliative care into outpatient heart failure care might be related to
issues cardiology providers face including lack of knowledge on palliative care, prognostic
uncertainty, lack of comfort with palliative care discussions, as well as time constraints
(Anscombe & Middlemiss, 2019; Kavalieratos et al., 2014; Lewin et al., 2017). A qualitative
study reviewing cardiology providers’ perception of barriers to palliative care discussion also
highlighted several family and patient-related factors including difficulty accepting a poor
prognosis or patient and family lack of understanding (You et al., 2017). These barriers
contributed to the lack of integration of palliative care within an existing heart failure clinic.
Statement of the Problem
Patients with heart failure and their families/caregivers have a need for and a right to
palliative care (Singh et al., 2022). Considering the majority of heart failure management occurs
in the outpatient setting, there is a need for greater access to palliative care in this environment
(DeGroot et al., 2020; Gandesbery et al., 2018). With high mortality and symptom burden, it is
critical to implement palliative care at any stage of heart failure to improve quality of life and
provide comprehensive education so patients and families could engage in informed decisionmaking. Consistent with national trends, there was no developed palliative care module within
the First Coast Heart and Vascular (FCHV) heart failure clinic’s syllabus despite patient and
provider interest in such services. This heart failure clinic syllabus at FCHV includes modules
that underpin individual topics within the greater heart failure clinic syllabus. These modules are
the foundations for patient care.

6
Purpose of the Project
The purpose of this DNP scholarly project was to develop a palliative care module that
would be integrated into the existing nurse practitioner-led heart failure clinic at FCHV. After
development and integration into the clinic syllabus, the palliative care module would allow all
patients enrolled in the FCHV heart failure clinic to better define their goals and preferences in
their cardiology care. To validate this, experienced cardiology providers at the project site would
assess the module and provide critical feedback. Upon the completion of this project, the
palliative care module might be implemented with patients/families.
Need for the Project
The FCHV heart failure clinic currently cares for over 200 patients and is growing daily.
The current syllabus for the heart failure clinic lacked a developed palliative care module, which
posed a challenge to providers and limited patients in their awareness and decision-making. The
proposed module (see Appendix A) could serve as a guide for the cardiology nurse practitioner
to provide patient-centered care as well as promote palliative care discussions with all heart
failure patients within this clinic. It is important to acknowledge that the palliative care module
would not replace specialty palliative care or referrals as appropriate. Valid and reliable
assessment tools would be utilized in the palliative care module to help practitioners provide the
best care possible to their patients with heart failure; these tools might indicate a need for
specialist referral.
Project Question
This project aimed to answer the following question:
Q1

How can an evidence-based and expert-informed palliative care module be
developed for integration into an existing nurse practitioner-led heart failure
clinic?
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Project Objectives
This project addressed the following objectives:
1.

Critically review the existing literature to develop the framework for a palliative
care module intended for integration into an existing heart failure clinic.

2.

Seek input from a panel of experts at an outpatient clinic regarding the proposed
palliative care module's feasibility, validity, and compatibility with the larger
clinic.

3.

Analyze the feedback from the panel of experts and revise the palliative care
module.

4.

Propose a future pilot study to implement and evaluate the proposed palliative
care module with patients and families enrolled in the heart failure clinic at
FCHV.
Summary

Heart failure is a chronic illness causing a significant symptom burden among patients. It
is a common disease not only in the United States but also in the state of Florida where this DNP
project took place. There is an explicit need for palliative care services for patients with heart
failure as clearly defined by the various guidelines and recommendations put forth by the leading
heart disease organizations (ACC, 2017; Gupta et al., 2013; WHO, 2020). Despite this need,
patients with heart failure are not receiving access to this service due to a variety of barriers
within both the palliative care and cardiology specialties. Currently, there is a need for this
service within the FCHV heart failure clinic in northeast Florida. Developing an evidence-based
palliative care module to be integrated within the existing heart failure clinic would increase
access to palliative care for a desperate population once validated through this project.
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Definition of Terms
Advance Care Planning (ACP): The ongoing process in which a patient, their family,
caregivers, and healthcare providers explore the patient and caregiver’s knowledge, fears,
hopes, and needs regarding the patient’s illness to be able to discuss goals, values, and
beliefs; to inform current and future medical care; and accurately document a patient’s
healthcare choices (ACC, 2017).
Advance Directives (ADs): The documentation of patient wishes, often including resuscitation
preferences (Bierle et al., 2021).
Heart Failure: A chronic disease regarding the weakness of the structure of the heart that leads
to a buildup of fluid in the lungs and/or surrounding body tissues (AHA, 2022).
Heart Failure Clinic: Integrated care for heart failure patients from diagnosis and treatment to
hospital follow-up. Services might include education on lifestyle changes, medication
management, and coordinating referrals when indicated.
Integration: The action or process of combining one thing with another so they become whole
(Oxford Learner’s Dictionary, 2022a).
Module: An independent, self-contained unit of a more complex structure, i.e., the heart failure
clinic syllabus at FCHV.
Mortality: The number of deaths due to a disease divided by the total population.
Palliative Care: A service that could relieve symptom burden and increase the quality of life in
patients with life-threatening illnesses (WHO, 2020).
Power of Attorney (POA): Also depicted as a durable power of attorney (DPOA), medical
power of attorney or healthcare power of attorney is the legal documentation of a
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surrogate decision maker in the event the individual loses the capacity to make their own
choices (ACC, 2017).
Syllabus: An outline of the subjects in a course of study or teaching (Oxford Learner’s
Dictionary, 2022b).
Symptom: A feature of a disease that is used to indicate a condition, oftentimes apparent to a
patient (Oxford Learner’s Dictionary, 2022c).
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CHAPTER II
REVIEW OF THE LITERATURE
This chapter describes a literature review that includes the historical context along with
prior research that addresses the problem at hand. Heart failure, as well as palliative care, are
explored. An evaluation of previous research regarding the integration of palliative care into
heart failure clinics or programs is described. Additionally, the Stetler (2001) model is
introduced as the theoretical underpinning of this project.
Historical Background
Heart Failure
Heart failure is defined as the heart’s inability to meet the body’s needs for blood and
oxygen (AHA, 2022). The condition of heart failure was depicted in ancient Egypt, Greece,
India, and Rome through text and imagery; however, it was not discussed explicitly until 1628
when William Harvey described cardiac circulation (Davis et al., 2000). The development of
electrocardiography along with X-rays in the late 1800s led to an improved understanding of
heart failure (Davis et al., 2000). The oldest case of heart failure dates to a 3500-year-old
Egyptian mummy that was found in 2015. Scientists were fascinated to find cells in the
mummy’s lungs through a computed-tomography scan that signified a current day heart failure
diagnosis (Hajar, 2019).
Although there is no cure for heart failure, treatments exist to prevent worsening
symptoms. Diuresis (the process of removing excess fluid) continues to be a mainstay in
alleviating symptoms of heart failure such as swelling in the legs and lung congestion (Hajar,
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2019). The first evidence of attempting diuresis was done in the 19th and 20th centuries through
Southey’s tubes, which were inserted into swollen legs to allow fluid to drain (Davis et al.,
2000). The 20th century proved to be a landmark time for the treatment of heart failure as
pharmaceuticals such as vasodilators and ace-inhibitors were developed with an emphasis on
improving survival (CONSENSUS Trial Study Group, 1987). Today we continue to use
guideline directed medication therapies for heart failure treatment along with aggressive lifestyle
education and, as indicated, sometimes surgical procedures (Hajar, 2019).
As heart failure is an illness based on symptoms, it is commonly defined in its severity
based on classes. The New York Heart Association classification was created to grade the
severity of symptoms and identify functional limitations (Raphael et al., 2007). First created in
1928, it has now been revised several times, most recently in 1994 (Raphael et al., 2007). In
1995, the American College of Cardiology (ACC) and the AHA revised the heart failure
guidelines; in 2001, a new approach to classifying heart failure was developed (Hunt et al.,
2001). These guidelines serve as a defining factor for classifying patient symptoms and
establishing benchmarks for clinician management of the disease.
Palliative Care
Palliative care has been long known as an effective care model for improving quality of
life and decreasing hospitalization. Historically, this specialty has also been linked with
increased communication of care planning among patients with serious illnesses such as heart
failure (DeGroot et al., 2020). Originally developed in England in 1948, the World Health
Organization (WHO) recognized palliative care as a specialty nearly 50 years later in 1990
(University of Pittsburgh Medical Center, 2014). Palliative care then came to the United States in
the 1960s as a mirror of the prior movement in the United Kingdom (Cruz-Oliver, 2017). Today,
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the specialty of palliative care has evolved to have its own formal accreditation process. Since
2000, the number of patients who have been cared for in palliative care has at least tripled
(Center to Advance Palliative Care, 2018).
The need for palliative care in chronic illness has changed dramatically over the past
century. With current advancements in medicine, patients are living longer. For example,
Americans have increased their life expectancy by almost 50% over the past century
(Schanzenbach et al., 2016). Unfortunately, with an extension in life comes an increase in
symptom burden secondary to chronic illnesses. Although chronic illnesses such as heart failure
do not always directly threaten life expectancy, they directly challenge quality of life and
wellbeing (Cruz-Oliver, 2017). The goal of palliative care is to support patients and families
through their illnesses by honoring goals of care and healthcare wishes regardless of where the
patient falls on the illness continuum (Kernick et al., 2018).
Literature Review Methodology
An extensive literature review was performed regarding the utilization of palliative care
within heart failure clinics via PubMed and the Cumulative Index to Nursing and Allied Health
Literature (CINAHL) databases. The search was conducted between December 2021 and
February 2022. The searched terms were “heart failure” combined with the Boolean operator
“AND” with the term “palliative care” and another Boolean operator “AND” to then include the
terms “embedded” or “integrated.” This initial search, after duplicates were removed, resulted in
66 articles.
The list of articles was further evaluated to include peer-reviewed, full-text articles in the
English language that were dated from 2014 through 2021. As detailed in the PRISMA flow
diagram in Appendix B, 45 records were screened after the automation tools were utilized.

13
Records were removed if they were protocol only, did not involve an existing heart failure
program, or if they were primarily nursing-focused and did not include advanced practice
healthcare providers (physicians, physician assistants, or advanced care registered nurses/nurse
practitioners). Records were also removed if they were exclusively focused on the inpatient
setting with the exception of one systematic review (Bierle et al., 2021). The application of the
exclusion criteria resulted in 18 articles for review. In addition to the 18 articles, six additional
articles were located by reviewing the references of the selected articles. This resulted in a total
of 24 articles that are summarized in the table of evidence (see Appendix C).
Synthesis of the Literature
Within the 24 articles included for review, there was an obvious gap in randomized
control trials addressing the heart failure population and palliative care integration. One
randomized control trial was included that discussed integrated heart failure with palliative home
care (Brännström & Boman, 2014). Brännström and Boman (2014) found a 26% improvement in
quality of life as reported by patients experiencing palliative care services as compared to the
control group that did not receive this service.
Six of the 24 studies were systematic reviews with each one discussing the limitations of
the current state of the science regarding the heart failure population and palliative care (Ament
et al., 2021; DeGroot et al., 2020; Gelfman et al., 2017; Hansen, 2021; Kernick et al., 2018;
Singh et al., 2022). Although lower levels of evidence, six of the sources included in this
literature synthesis were expert reviews meeting the inclusion criteria (Anscombe & Middlemiss,
2019; Bierle et al., 2021; Botha, 2020; Maciver & Ross, 2018; McConnell et al., 2020; Mendes,
2019). The expert opinion pieces were all authored by Ph.D.-prepared registered nurses or nurse
practitioners with clinical experience in either heart failure or palliative care.
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Additionally, two studies were of mixed methods design (Kane et al., 2018; Walthall et
al., 2020) and four studies employed qualitative methods (Alvariza et al., 2018; Brännström et
al., 2019; Ejem et al., 2021; Im et al., 2019). Incidentally, three of the five mixed methods or
qualitative studies showed positive feedback from patients and family members when palliative
care was integrated into heart failure care (Alvariza et al., 2018; Im et al., 2019; Walthall et al.,
2020). Two longitudinal studies showed an increase in patient quality of life with palliative care
integration (Bakitas et al., 2017; Campbell et al., 2018). Finally, one cross-sectional/descriptive
study was included (Grant & Graven, 2020) along with a nonrandomized study (Lewin et al.,
2017) and a retrospective design (Gandesbery et al., 2018).
Palliative Care Within Heart
Failure Clinics
A review of the literature for integrating palliative care into existing heart failure
programs found several common themes as well as current gaps in the evidence. All studies
reviewed involved palliative care specialists who were providing palliative care and education.
Although there were recommendations for cardiology providers to provide this care (Bierle et al.,
2021; Gelfman et al., 2017; McConnell et al., 2020), there were no recommendations for how to
implement this in the literature. For this scholarly project, preference was given to studies in the
outpatient setting. However, one study in the inpatient setting was included as it utilized
evaluation of advance care planning (ACP) documentation that was found to apply to the
development of this project (Lewin et al., 2017). In the ACC (2017) quality improvement
initiative, ACP was described as:
An ongoing process in which a patient, their family, caregivers, and healthcare providers
explore the patient and caregiver’s knowledge, fears, hopes, and needs to be able to:
reflect on the patient’s goals, values, and beliefs, discuss how the patient’s goals, etc. can
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inform current and future medical care, and accurately document patient’s future
healthcare choices. (p. 4)
Lewin et al. (2017) utilized a supportive cardiology model (including palliative care) that
received positive responses from patients while it also was shown to increase ACP
documentation by 100% as compared to regular heart failure care. A similar supportive care
clinic model in New Zealand was implemented in an outpatient setting (Anscombe &
Middlemiss, 2019). This care clinic combined regular heart failure care with palliative care
provided by specialists and showed an improved quality of life among patients while decreasing
hospitalizations. Three other studies detailing the efficacy of palliative care in heart failure
clinics also showed an increase in patient quality of life through self-reported measures (Bakitas
et al., 2017; Brännström & Boman, 2014; Walthall et al., 2020).
Referral to Palliative Care
The previous examples emphasized the integration of palliative care in existing heart
failure programs. In 2016, the AHA released a policy statement recommending that palliative
care for patients with heart failure be managed by the usual cardiology care team (Braun et al.,
2016). However, it is important to note that many patients do need specialist palliative care
providers to assess and manage their evolving clinical needs (Campbell et al., 2018). A recent
systematic review found a lack of consensus about which patients with heart failure should be
referred to specialist palliative care providers along with when they should be referred (Chang et
al., 2020). It is evident a variety of markers could be used to identify referral needs including
prognosis criteria, the need for advanced cardiac therapies (i.e., left ventricular assist device,
heart transplant, cardioverter-defibrillator), and patient-reported outcome measures (PROMs) to
evaluate symptom burden (Campbell et al., 2018; Chang et al., 2020). The literature suggested
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that relying on the cardiology provider to determine the prognosis in the outpatient setting was
critical for deciding if and when a specialist referral for palliative care should occur (Bierle et al.,
2021; Lewin et al., 2017).
Palliative Care Domains
Figure 1 depicts an eight-domain framework that was developed through the National
Coalition for Hospice and Palliative Care (DeGroot et al., 2020). Several of these eight domains
were depicted within the literature that was reviewed. The ethical/legal domain depicts the
documentation stage of completing ACP documents consisting of advance directives and
selecting power of attorneys. This domain is critical yet underrepresented in patients with heart
failure (Bierle et al., 2021). Palliative care integration has been shown to increase ACP
documentation as mentioned above in the hybrid palliative and cardiology model by Lewin et al.
(2017).
Spiritual as well as psychological needs are often undertreated in patients with heart
failure (DeGroot et al., 2020). “Unmet spiritual needs have been associated with decreased
quality of life” among heart failure patients (Bierle et al., 2021, p. 15). If a provider or nurse is
not religious or feels uncomfortable administering spiritual care to a patient, providing
information and referrals is an effective approach (Bierle et al., 2021). Culture can also often be
underrepresented in the treatment of heart failure as evidenced by a 2020 study involving African
Americans with heart failure (Ejem et al., 2021). The study found that African American culture
appreciates discussion of religion and spirituality with cardiac providers and that these needs
were often not met (Ejem et al., 2021). This disparity is concerning, especially since heart failure
has a higher incidence, prevalence, and poorer prognosis among African American patients
(Carnethon et al., 2017; DeGroot et al., 2020).
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Figure 1
Eight Domains of Palliative Care

Note. This model was produced by DeGroot et al. (2020) to summarize the eight themes of primary care as identified by the National
Coalition for Hospice and Palliative Care.
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Family Caregivers
A critical theme discussed in the literature was the importance of family or caregiver
involvement in heart failure management. Heart failure does not only affect the patient, it also
challenges the patients’ loved ones who care for and support them through their illness. With the
vigilant self-care regimens required during heart failure management, along with an older patient
demographic, caregivers and family members commonly assist with the patient’s care (Alvariza
et al., 2018; Botha, 2020; Grant & Graven, 2020). Caregiving can be burdensome; thus, it is
critical to support families’ and caregivers’ well-being during the provision of heart failure
management. One study found family members felt as though they were “living in the shadow of
severe illness” and that they did not receive any support of their own (Alvariza et al., 2018, p.
282). Caregivers also reported the need for personal care support along with more thorough
education and training (Grant & Graven, 2020). These findings in the literature highlighted the
importance of family and caregiver involvement in the palliative care aspect of heart failure. It
also supported the need for a social worker or psychologist to be involved in the interdisciplinary
approach to heart failure management.
A scoping review of the literature was completed to support the inclusion of palliative
care into heart failure management in the inpatient setting (Bierle et al., 2021). Although in the
inpatient setting, this review was included as it emphasized the many goals of palliative care
within heart failure management that could be utilized in the outpatient setting. This review also
highlighted the necessity of addressing the psychological and spiritual needs of family members
along with patients. A grief care plan as a recommendation by the National Consensus Guideline
for Quality Palliative Care is one tool for increasing the support of families (Bierle et al., 2021).
Although this study was focused on the inpatient setting, a grief care plan would also benefit
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patients and families with heart failure in the outpatient setting. A plethora of evidence
surrounded the importance of family members in heart failure management and palliative care
involvement; however, a gap existed regarding their involvement in the literature (Gelfman et al.,
2017). One systematic review addressing the integration of palliative care into heart failure
management found only 4 of 19 studies included family caregivers in their curriculum and
assessments (DeGroot et al., 2020).
Tools for Patient-Reported
Outcome Measures
Patient-reported outcome measures (PROMs) are questionnaires that are directly reported
by the patient who is experiencing the symptom (Weldring & Smith, 2013). These are critical in
the management of heart failure as heart failure patients often underreport their symptoms to
their cardiology providers (Kane et al., 2018). As mentioned earlier, many of the studies found
palliative care discussions significantly improved the quality of life of patients with heart failure
(Bakitas et al., 2017; Brännström & Boman, 2014; Kane et al., 2018; Walthall et al., 2020).
Evaluating the symptom burden of patients with heart failure through PROMs should be
performed regularly (Maciver & Ross, 2018). In the literature, the Kansas City Cardiomyopathy
Questionnaire (KCCQ) was a common PROM used to measure the quality of life in patients with
heart failure (Bakitas et al., 2017; Campbell et al., 2018; Ejem et al., 2021; Kernick et al., 2018;
Maciver & Ross, 2018). It has been a known valid and reliable tool for heart failure symptom
evaluation for over a decade (Joseph et al., 2013). This 23-item self-administered questionnaire
provides insight into how patients perceive their symptoms, their ability to manage their heart
failure, and thus is an indicator of overall quality of life. The KCCQ is scored 0 to 100 with
higher scores meaning better quality of life and better symptom control (Maciver & Ross, 2018).
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In addition to evaluating quality of life, PROMs could be used to indicate the need for a
referral to a palliative specialist. In addition to measuring symptom burden, the KCCQ is useful
in indicating the need for a palliative referral specialist (Campbell et al., 2018; Maciver & Ross,
2018). A summary score of <29 on the KCCQ has been shown in the literature to be a helpful
marker for indicating a patient’s need for referral to palliative care (Campbell et al., 2018). Other
tools for identifying the need for referral to palliative in heart failure patients include the Needs
Assessment Tools Progressive Disease- Heart Failure and the Integrated Palliative Care Outcome
Scale (IPOS). These instruments were both discussed in a systematic review as well as a mixedmethods study (Ament et al., 2021; Kane et al., 2018). The Ament et al. (2021) systematic
review evaluated seven tools for referral to palliative care and evaluated them for their validity
and reliability. The review found the Needs Assessment Tools Progressive Disease-Heart Failure
along with the IPOS were the most developed as well as the most validated. In an earlier mixed
methods design, the IPOS was found to help patients report their symptoms easily as it contained
vocabulary prompts (Kane et al., 2018). The study by Kane et al. (2018) also found the IPOS
tool was more useful for addressing psychosocial as well as spiritual needs in heart failure
patients—two themes highly under-evaluated in heart failure (DeGroot et al., 2020). As shown in
these assessment tools, improving symptom management to improve quality of life is a core
concept of both palliative care and heart failure management across populations.
Summary of the Literature Review
The evidence suggested integrating palliative care principles into heart failure programs
might assist in increasing the support that patients and caregivers deserve. This search of the
literature revealed the idea of integrating a palliative care module within heart failure clinics was
not frequently implemented despite a plethora of evidence supporting its potential to improve
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patient outcomes. This approach was seen just once in a long list of priorities developed by
cardiology and palliative care experts (Gelfman et al., 2017). In addition, most examples of
palliative care and heart failure integration showed palliative care specialists providing palliative
care instead of the primary cardiology team including the advanced practice nurses at the center
of patient education. While their expertise was recognized, palliative care specialists are a small
sub-specialty and the sheer volume of heart failure patients requires that other cardiology
providers should also initiate palliative discussions so more patients could receive the best care
available (Kernick et al., 2018). Additionally, implementing ACP discussions by cardiology
providers as a supplement to usual care allows more patients with heart failure the opportunity to
have their health preferences known and supported (Kernick et al., 2018). The eight themes of
palliative care (DeGroot et al., 2020) including family inclusion and completion of ACP
documents should be incorporated into each patient’s plan of care. In conclusion, there is a need
for a palliative care champion within any specialty group that manages and treats life-limiting
illnesses (McConnell et al., 2020). Cardiology nurse practitioners within heart failure clinics are
well equipped to serve as this champion by integrating the best evidence into practice.
Conceptual Framework
The Stetler (2001) model was the framework used in this Doctor of Nursing Practice
project. The following sections briefly describe this model and apply it to the project at hand.
Figure 2 shows a diagram of the application of the Stetler model to this scholarly project.

22
Figure 2
Stetler Model
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Background and Brief Description
What began at the University of Massachusetts as a collaboration between nurse
scientists Cheryl Stetler and Gwen Marram in 1976 evolved to be an applicable model for
evidence-based practice (Rycroft-Malone & Bucknall, 2010). The model was created during the
research utilization era when nurses were engaged to use rather than conduct research to initiate
practice change (Rycroft-Malone & Bucknall, 2010). The model was further refined in 1994 to
promote the role of critical thinking as well as decision-making in research implementation
(Stetler, 2001). In 2001, the model was revised to highlight additional concepts of evidence
including the synthesis process so it could be used in an organizational setting (Stetler, 2001).
The model has been widely used since its origin in a multitude of doctoral projects. The
model effectively promotes the use of internal data as well as external evidence to promote
practice implementation through research (White et al., 2001). This made it ideal for quality
improvement projects or developing curricula or protocols. It was recently used in a Doctor of
Nursing Practice (DNP) project related to heart failure in the development of a telephone followup intervention (Fuller, 2018). In another example, the model was used in a DNP project where a
tool was developed to identify early heart failure exacerbations in the outpatient setting (Swift,
2020). Both projects highlighted the flexibility of the model as well as how it supported the
development of practice change through evidence synthesis (Fuller, 2018; Swift, 2020).
Rationale for Use
The Stetler (2001) model was created primarily for use by advanced level practitioners in
evaluating evidence for implementation (Rycroft-Malone & Bucknall, 2010). This poised it well
for use in this quality improvement project. The Stetler model was additionally well suited for
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this project as it is both practitioner-oriented (project development) as well as organizationally
oriented (project implementation; White, 2001).
Application
The model hosts five phases of research translation, which were effectively modeled in
this project. In the preparation phase (phase I), the nurse searches for research and selects
appropriate sources for evaluation. This stage was completed through an extensive literature
search as outlined in the previous section of this paper. As articles were reviewed and scanned
for inclusion and exclusion criteria, the problem was able to be defined and prioritized. Phase II
consists of validation where the sources are evaluated and appraised. The table of evidence (see
Appendix B) shows how each source was meticulously evaluated and appraised for the level of
evidence using the John Hopkins Nursing Evidence-Based Practice guidelines. These findings
then supported the third phase of the Stetler (2001) model: comparative evaluation and decision
making. This phase was completed through a thorough synthesis of the research by reviewing the
similarities and differences among findings. Then, a decision could be made on whether to use
this evaluation to move forward with development. This was completed in the synthesis review
above and the decision was an organizational level decision within First Coast Heart and
Vascular (FCHV) and Novocardia to move forward with the development of the palliative care
module.
The actual development of the palliative care model to be embedded within the FCHV
Heart Failure clinic and performed by a cardiology nurse practitioner occurred in the
translation/application phase (Phase IV) of the Stetler (2001) model. This phase represented the
development of the evidence-based palliative module through the translation and application of
evidence into an initial module draft. The module was based on existing palliative care
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recommendations both in the literature as well as by the ACC (2017) and AHA (Gupta et al.,
2013) guidelines. A draft of this module was then evaluated through the final phase of the model
(Phase V). This evaluation stage was completed through an expert review of the refined draft of
the module with a proposal for future implementation. The experts consisted of providers from
within FCHV and Novocardia; their feedback was analyzed to inform a final draft of the
palliative care curriculum. Validation and approval from the panel of stakeholders increased the
likelihood of future adoption of the curriculum at the project site.
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CHAPTER III
METHODOLOGY
This chapter discusses the methods that directed this Doctor of Nursing Practice (DNP)
scholarly project. The project design, setting, and sample are detailed below. Plans for data
collection and analysis are introduced. The project mission and vision are detailed along with the
timeline and ethical considerations.
Design
Validation of the palliative care module was based on the best findings available through
an extensive literature review (Chapter II). The module included a pre-and post-module checklist
for the nurse practitioner as well as education for the provider and education to be provided to
the patient during a visit. An expert panel of stakeholders was asked to validate and comment on
the feasibility of the developed module. By implementing feedback from the panelists into the
palliative care module, it was more likely to be applicable to practice at the project site.
Setting
The setting of this project was First Coast Heart and Vascular (FCHV), a comprehensive
cardiology group in northeast Florida that is a Novocardia partner. Specifically, the setting was
within the FCHV heart failure clinic. The FCHV heart failure clinic is a virtual, nurse
practitioner-led clinic that was developed to reach all patients with heart failure within the
practice regardless of their physical location. The development of the palliative care module
occurred through the extensive literature review. Validation and feasibility feedback from the
expert panel occurred via email. The survey provided to the expert panel is found in Appendix D.
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Sample
The sample for this scholarly project was a group of experts who had experience working
with patients with heart failure. This sample was comprised of cardiology providers from within
FCHV and Novocardia. The recruitment of expert panelists was through professional email
addresses (see Appendix E). The term providers in this project referred to advanced practice
providers (nurse practitioners [NPs] and physician assistants [PAs]) as well as licensed
physicians (Doctors of Medicine [MDs] and Doctors of Osteopathic Medicine [DOs]). Inclusion
criteria were providers fluent in the English language, with two years of experience or more, and
currently engaged in treating patients with heart failure in the outpatient setting. Exclusion
criteria were providers with less than two years of professional experience, those lacking
experience treating patients with heart failure in the outpatient setting, or lacking English
fluency.
Project Mission, Vision, and Objectives
The mission was to increase access to palliative care services for patients with heart
failure. The vision was to develop a palliative care module designed to be integrated into an
existing heart failure clinic. The objectives of this project were to
1.

Critically review the existing literature to develop the framework for a palliative
care module intended for integration into an existing heart failure clinic.
a.

Through an extensive literature review and synthesis, evaluate previous
initiatives for integrating palliative care within heart failure clinics.

b.

Use these findings to create a palliative care module draft that could be
integrated into an existing heart failure clinic.
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2.

Seek input from a panel of experts at an outpatient clinic regarding the proposed
palliative care module's feasibility, validity, and compatibility with the clinic.
a.

Recruit a panel of experts at FCHV and Novocardia using the primary
investigator’s professional networks that meet the inclusion criteria.

b.

Develop a series of questions using Survey Monkey survey software that
can be sent via email to the expert panelists along with the palliative care
module draft for review. The survey will be ‘yes’ ‘no’ answers with a
short answer option.

3.

Analyze the feedback from the panel of experts and revise the palliative care
module.
a.

After the panel’s initial review, export the data for analysis in
collaboration with the project chair.

b.
4.

Draft a revised module with feedback from the expert review.

Propose a future pilot study to implement and evaluate the proposed palliative
care module with patients and families enrolled in the heart failure clinic.
a.

Prepare the palliative care module for the DNP defense and future
dissemination including a plan in the final chapter of this project detailing
how the module can be integrated and tested in the existing heart failure
clinic at FCHV
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Project Plan
The components of this DNP scholarly project were as follows
•

Obtained written permission from the project site to survey the relevant staff (see
Appendix F) and obtained approval for the project from the University of
Northern Colorado’s (UNC) Institutional Review Board (IRB; see Appendix G);

•

Assembled a panel of providers (NPs, PAs, MDs, and DOs) who met the
inclusion criteria detailed above;

•

Developed a palliative care module to be used in the existing heart failure clinic
using the already completed literature review (see Appendix A);

•

Created a survey using Survey Monkey with ‘yes/no’ and short answer options
(see Appendix D);

•

Provided the expert panel with the draft module along with the survey for
feedback;

•

Analyzed the feedback provided by the experts from the survey and made
modifications to the module;

•

Finalized the module after receiving the feedback;

•

Disseminated the results and discussed recommendations for a future pilot study
during the defense of the DNP project to the scholarly project committee and
submitted the final project to the UNC Graduate School.
Instrumentation

The validation survey used for this scholarly project were dichotomous with primarily
close-ended ‘yes/no’ questions. Opportunity for open text was offered for each question to assist
with feasibility and project development. The surveys were administered using Survey Monkey
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survey software. This was fruitful in anonymously and virtually measuring each expert’s
responses to each specific question.
Analysis
The procedures for data analysis for this scholarly project were as follows:
•

Survey results were collated in the Survey Monkey survey software. Free text/
open responses were categorized and analyzed separately.

•

As the module was revised, modifications were carefully detailed and tracked
under the supervision of the project chair.
Duration of the Project

The estimated duration from proposal acceptance to completion of this project was three
to four months. The development of the palliative care module along with the creation of the
survey was expected to take two to four weeks. Once developed, the module and survey were
submitted to the IRB along with the accompanying application. The process of receiving
approval from the IRB was anticipated to take one to two weeks. Once approval was obtained,
the researcher had one week to recruit the expert panel. The module and survey were provided to
the expert panel for the review. The turnaround for this was two weeks and the time allotted for
modifications to the module as well as a review of the survey was an additional one to two
weeks. Finalizing the module took approximately an additional two to three weeks followed by
completion of the written project. Chapter V includes the plans for a future pilot study and
integration into the existing heart failure clinic and took an additional two to three weeks to
complete. Finally, the project was disseminated to the scholarly project committee and an oral
defense was completed.
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Ethical Considerations
Immediately following approval of the proposal by the project committee, IRB approval
was obtained (see Appendix G). Informed consent was implied by the panelists with their
participation as outlined in the electronic survey in Survey Monkey (see Appendix D). Expert
panelist responses and the data from the survey were stored electronically on password-protected
devices. The primary investigator was responsible for securing this data and only shared it with
the project chair using UNC’s secure server. Survey Monkey data were stored in the database
through a password-protected account. No risks were anticipated with participation outside of a
time commitment of 20-30 minutes per data collection and panelists could cease participation at
any time. Benefits for the panelists were minimal but included a professional contribution to
resource development to improve heart failure patient care.
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CHAPTER IV
RESULTS AND DATA ANALYSIS
This chapter presents the results of the Doctor of Nursing Practice (DNP) project and data
analysis of the outcome of the validation survey sent out to the expert panelists. The original
study question and objectives are examined. Demographic data of the expert panelists who
participated are presented. All responses to the validation survey were analyzed thoroughly with
assistance from the DNP project’s research advisor.
Project Purpose and Objectives
Project Purpose
The aim of this DNP scholarly project was to create a palliative care module for use in an
existing heart failure clinic after an extensive review of the literature. The heart failure clinic at
First Coast Heart and Vascular (FCHV) utilizes modules that underpin individual topics within
the greater heart failure clinic syllabus. These modules within the syllabus guide patient care.
The purpose of this project was to create and validate a palliative care module that would provide
guidance to the heart failure nurse practitioner for a palliative care discussion within the existing
heart failure clinic.
Objectives
1.

Critically review the existing literature to develop the framework for a palliative
care module intended for integration into an existing heart failure clinic.

The exhaustive literature review confirmed that palliative care is a critical piece of heart
failure management. Not only does palliative care provide symptom management for heart
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failure patients but it has also been proven to increase patient quality of life scores as well as
prevent unnecessary hospitalizations (Bakitas et al., 2017; Brännström & Boman, 2014;
Gandesbery et al., 2018; Hansen, 2021; Walthall et al., 2020; WHO, 2020). Additionally,
palliative care could provide caregivers and family members with much-needed support.
Although vastly recommended, palliative care services are infrequently provided to patients with
heart failure due to various barriers highlighted in Chapter II. While specialist referrals for
palliative care are critical, embedding palliative care within an existing heart failure clinic could
provide more patients with this service.
During this DNP project, an evidence-based palliative care module was developed using
the literature review (see Appendix C). This module was developed in order to guide the heart
failure nurse practitioner so that patients could be provided with evidence-based palliative care.
The module includes a “did you know” section (page 3 of Appendix A), which provides an
evidence-based palliative care review for the heart failure nurse practitioner. Recommendations
for a palliative care specialist referral are also included in the module to assist with screening
patients for referrals.
2.

Seek input from a panel of experts at a cardiology clinic regarding the proposed
palliative care module's feasibility, validity, and compatibility with the clinic.

The palliative care module was then validated by a panel of experts via a survey (see
Appendix D). The survey was first drafted in Microsoft Word to be reviewed by the DNP
project’s research advisor. Once reviewed, the survey was then created using SurveyMonkey
online software. The panel of experts included any healthcare provider (physician, nurse
practitioner, or physician’s assistant) who provided care for heart failure patients in the
outpatient setting. The panel of experts was asked to validate the palliative care module by
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analyzing the module and stating whether it was appropriate for embedding within an existing
heart failure clinic.
After obtaining permission from FCHV’s partnering company, Novocardia (see
Appendix F), the expert panel was recruited using the student researcher’s professional network
via the FCHV email address book. Using the snowball effect, the recruitment letter was also sent
to other colleagues through the student researcher’s professional network.
The survey included 11 questions and was originally estimated to take 15-20 minutes or
less to complete. This included the time for the review of the proposed module. The first three
questions in the survey assessed the demographics of the participants. The following six
questions assessed the feasibility, validity, and compatibility within the clinic. The final question
was open-ended and allowed participants to respond with suggestions for improvement of the
module.
3.

Analyze the feedback from the panel of experts and revise the palliative care
module.

The feedback from the panel was assessed by the student researcher as well as the project
chair. The findings and data analyses were a critical part of the validation process and are
detailed in the following section of this chapter. It was deemed by the student researcher and
DNP chair that there was no need for immediate revision to the palliative care module.
4.

Propose a future pilot study to implement and evaluate the proposed palliative
care module with patients and families enrolled in the heart failure clinic at
FCHV.

Upon assessment of the results of the survey, it was deemed necessary to put the
developed palliative care module into practice at a future date. A pilot study will be proposed to
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include the implementation of the module within the FCHV heart failure clinic to thoroughly
evaluate its feasibility and patient outcomes. This is discussed in Chapter V.
Findings and Data Analysis
The findings and data analysis of this DNP scholarly project fulfilled the final stage of
the Stetler (2001) model: evaluation. Seven survey responses were completed and returned
within three weeks of data collection to provide feedback and validate the module. The survey
can be reviewed in Appendix D.
The survey’s first question asked about the participant’s role. All seven responses met
inclusion criteria for expert panelists as they were all current cardiology providers who cared for
patients with heart failure in the outpatient setting. The seven survey responses for validation of
the palliative care module were completed by one MD and six NPs. Six (83.33%) of the
participants practiced in the specialty of general cardiology and one (16.67%) selected the
response “other.” The MD respondent used the comment box to indicate their specialty was in
structural and valvular heart disease.
When asked if they had ever referred a patient to palliative care or discussed palliative
care topics with patients with heart failure, three (42.86%) of the participants responded “yes.”
Four (57.14%) of the participants answered “no” when asked the same question. Of the
participants who responded “no,” 75% (n = 3) stated in the comments that this was due to a lack
of understanding.
Participants were asked to critically review the palliative care module developed by the
student researcher before answering questions 6 through 10 (see Appendix A to view the entire
palliative care module). Six (85.71%) participants found the module to be valid and relevant to
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their practice. Of note, these same six participants were also nurse practitioners. One (14.29%)
participant did not consider the content of the module to be valid and applicable.
All participants found the “did you know” section on page 3 of the module to be
informative. This section was developed as a brief review for providers as deemed critical by the
literature review. Eight bullet points detailed in this section were from various articles as well as
guidelines such as the American College of Cardiology (2017) and the American Heart
Association (2022).
Analysis of Study Question
This DNP scholarly project aimed to address the following question:
Q1

How can an evidence-based and expert-validated palliative care module be
developed for integration into an existing nurse practitioner-led heart failure clinic?

Based on the results from the validation survey, many of the expert panelists stated the
palliative care module was valid and applicable with 85.71% (n = 6) reporting they would use
the module in practice. As mentioned above, 14.29% (n = 1) stated they would not use the
module.
The open-ended options for each question allowed for suggestions and statements from
participants. One participant was curious to learn what other resources were available at a local
level for palliative care services. Another participant included the following statement: “I find
physicians are very reluctant to talk palliative care until it is far beyond usefulness. As an NP
working closely with physicians, it can be very difficult to persuade them to consider it…”
This statement highlighted the need for additional education and communication regarding the
purpose and philosophy of palliative care. All participants found the “did you know” section to
be informative. To fully answer the study question, the module would need to be piloted within
the FCHV heart failure clinic.
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Summary
This DNP scholarly project included the development and validation of a palliative care
module to be used within the existing nurse-practitioner-led heart failure clinic at FCHV. The
survey allowed for the collection of data and analysis to validate the module. Throughout the
development and implementation of this scholarly project, it was decided a future pilot study
would be needed to further evaluate the feasibility of the module. Piloting the palliative care
module in the current heart failure clinic was deemed a direction for future research due to time
constraints. Chapter V details the plans for translation of the module into clinical practice.
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CHAPTER V
DISCUSSION
This final chapter summarizes the Doctor of Nursing Practice (DNP) project. Limitations
are discussed and conclusions are made as well as final recommendations. Extensive
recommendations for future research are reviewed. This DNP project met the American
Association of Colleges of Nursing’s (2006) standards titled Essentials of Doctoral Education in
Advanced Nursing Practice. A discussion of this is presented using Enhance, Culmination,
Partnerships, Implements, and Evaluation (EC as PIE) criteria (Waldrop et al., 2014).
Conclusions
The purpose of this DNP scholarly project was to develop and validate a palliative care
module for integration into the existing nurse practitioner-led heart failure clinic at First Coast
Heart and Vascular (FCHV). The intent was to provide the nurse practitioner with tools and
information to provide palliative care within the clinic and therefore increase access to palliative
care for patients with heart failure. The palliative care module was developed through an
extensive review of the literature and evaluation by a panel of experts to validate the module and
evaluate its compatibility with the larger program.
Limitations
This DNP project was not without limitations. While the number of participants who
answered the validation survey was adequate, a more robust and diverse panel would have
provided a more thorough review of the module. The length of time to collect responses from the
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expert participants was limited due to schedule constraints such as travel, work schedules, and
last-minute hospital requirements for providers.
Recommendations
This DNP scholarly project successfully achieved the purpose of developing a palliative
care module that was then validated by a panel of experts within the FCHV practice. The
exhaustive literature review proved essential in creating the multi-faceted palliative care module.
The feasibility, validity, and compatibility were assessed through the panel of experts’
assessment to implement this module in the heart failure clinic through a future pilot study.
In the future, it would be critical to further educate cardiology providers on the
philosophy and purpose of palliative care. Additionally, the module should be implemented to
further study the module's feasibility as well as patient and provider outcomes.
Reflections on Executing a Successful Scholarly Project
According to the American Association of Colleges of Nursing (2006), five criteria must
be met to successfully execute a DNP scholarly project. These five criteria are defined by the EC
as PIE acronym (Enhance, Culmination, Partnerships, Implements, and Evaluation; Waldrop et
al., 2014). This DNP scholarly project met the EC as PIE criteria as follows:
•

E = Enhance health outcomes, practice outcomes, or health care policy. This
scholarly project aimed to enhance practice outcomes by developing a palliative
care module for use within an existing clinic. Additionally, the health outcomes of
patients will be enhanced through the future implementation of the module in
practice.

•

C = Reflect on a culmination of practice inquiry. The extensive literature review
was performed to query previous attempts at integrating palliative care into heart
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failure programs as well as review current guidelines. The Stetler (2001) model of
research utilization was used to guide the process of questioning current practices
at hand.
•

P = Require engagement in partnerships. The recruitment and inclusion of expert
panelists from within FCHV assisted in validating the palliative care module. To
successfully engage panelists, the student researcher communicated with
healthcare leaders from within the practice.

•

I = Implement/apply/translate evidence into practice. The literature review
provided adequate insight and information for the development of the palliative
care module to be used by a nurse practitioner in an existing heart failure clinic.
The development of the module reflected the findings in the literature as well as
the ability of the student researcher to integrate evidence into practice.

•

E = Require evaluation of health care, practice, or policy outcomes. The
substantial review by a panel of experts provided a formative evaluation of the
palliative care module as recommended by the Stetler (2001) model. Continued
evaluation will be done through a proposed pilot study of implementing the
module into practice.
Summary

An integrative literature review supported palliative care as a critical and necessary part
of heart failure management; however, many patients with heart failure are not provided these
services. The literature identified several barriers that prevented patients from obtaining these
services. One barrier, provider lack of understanding, was specifically identified by participants
in this scholarly project. In this scholarly project, 100% (N = 7) of respondents found the “did
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you know” section of the module to be informative and therefore helped to increase
understanding. This along with the open-ended responses from the survey highlighted the need
for further education on palliative care philosophies among cardiology providers. By developing
this palliative care module for use in the existing heart failure clinic, more patients with heart
failure could have access to the palliative care services they need and deserve. Future research
could include testing the module within a broader number of providers as well as piloting the use
of the module in the heart failure clinic to further evaluate its feasibility along with patient
outcomes.
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Table C.1
Table of Evidence
Author (Year)

Purpose

Alvariza et al.
(2018)

To evaluate
family members’
experiences of an
existing RCT
(PREFER trial)

Theory/
Framework
Unreported

Design

Sample/ Setting

Survey/Instruments

Study Findings

Implications

Qualitative
descriptive
design

Sample: 14 family
members of patients
with heart failure
(HF)

Semi-structured interview
following a short interview
guide

>Family members experienced
relief and less worry with
palliative care (PC)
>There was an expression of
gratitude and happiness after
seeing family members (the
patients) have symptom relief
>Family members did express that
they experienced limited personal
support

>Identify a way to provide
support to family members
or caregivers
>Role of behavioral health
clinicians (social worker,
therapist, psychologist) in
the future to assist with
patient and family
psychosocial needs

Medline, CINAHL, and
EMBASE were searched
using Cochrane Handbook
recommendations

Seven tools for palliative care
needs were found:
>Integrated Palliative care
Outcome Scale (POS/IPOS) – the
most developed
>Needs Assessment Tools
Progressive Disease – Heart
Failure (NAT:PD-HF)
– most validated
>RADbound indicators for
Palliative care needs (PADPAC)
>Heart Failure Needs Assessment
Questionnaire (HFNAQ)
Care related Quality of Life for
Chronic Heart Failure
Questionnaire (CareQolCHF)
>Heart Failure Palliative Approach
to care (HeFPAC)
Nececidades Paliativas (NECPAL)

A thorough review of
multiple tools for identifying
palliative care needs

LOE: III
Setting: Sweden

Ament et al.
(2020)

To identify tools
that can be used
by providers to
recognize PC
needs in patients
with HF

Unreported

Systematic
review and
metaanalysis

Sample: Three
medical databases
found 19 studies
with 7 tools

LOE: II

Setting: The
Netherlands

POS/IPOS as most
developed and NAT:PD-HF
as most validated
Addresses the problem with
the feasibility of the tools
evaluated
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Table C.1 Continued
Author (Year)

Purpose

Anscombe &
Middlemiss
(2018)

To discuss a HF
clinic and how it
has been
successful with
using integrated
PC

Bakitas et al.
(2017)

Educate, nurture,
advise, before
life ends
comprehensive
healthcare for
patients and
caregivers
(ENABLE CHFPC) trial to
evaluate the
feasibility and
evaluate two sites
in a trial

Theory/
Framework
Unreported

Design

Sample/ Setting

Survey/Instruments

Study Findings

Implications

Expert
opinion

Sample: HF
supportive care
clinic

An expert opinion and
review of an existing
supportive care clinic for
HF patients in the Hutt
Valley of New Zealand

-The clinic uses the Minnesota
Living with Heart Failure
(MLwHF) questionnaire to assess
symptom burden before their appts
-Topics: clarification of diagnosis,
symptom review, current
treatments, prognosis, goals,
resuscitation status, and EOL
preferences.
-General practitioner (GP) is
contacted ahead of time and is
followed up to stimulate more
conversations with the GP
-Recommends further
collaboration of PC with cardiology

Example of an existing HF
clinic with embedded PC
discussion

-Kansas City Cardiomyopathy
Questionnaire (KCCQ), and
Patient-Reported Outcomes
Measurement Information System
(PROMIS), were assessed before
and throughout.
-Improvement in QOL, symptom
burden, psychological outcomes. The study was deemed feasible,
however, there were problems with
attrition

Feasibility study

LOE: V
Setting: Hutt
hospital, New
Zealand

Unreported

Longitudinal
study

Sample: 61
patients and 48
caregivers

LOE: I
Setting:
Cardiology
clinics in
Birmingham, AL,
and Lebanon, NH

Intervention: In-person
outpatient PC consultation,
telephone nurse coaching
sessions, and monthly calls.
Collected QOL, symptoms,
health, anxiety, and
depression at baseline and
again at 12 and 24 weeks

Highlights useful topics for
PC within HF
Low level of evidence

Strong LOE study showing
positive effects of PC on HF
patients
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Table C.1 Continued
Author (Year)

Purpose

Brännström &
Boman (2014)

To evaluate if an
integrated HF
and PC home
model would
affect patient
symptoms, QOL
and
hospitalizations
compared with
usual care

Brännström et
al. (2019)

To review
professional’s
experiences with
clinical ethical
support (CES)
after working
with integrated
PC homecare and
HF

Theory/
Framework
Unreported

Design

Sample/ Setting

Survey/Instruments

Study Findings

Implications

RCT

Sample: 72
patients with
heart failure

Assessments were made at
1,3, and 6 months using the
Edmonton Symptom
Assessment Scale, Euro
Qol, KCCQ, and
rehospitalizations

-QOL increased more in the
intervention group as patients were
having personalized PC within HF
and management
-26% improvement in the
PREFER group for HRQL
(P=0.046) compared with 3%
(P=0.82) in the control group.
-total symptom burden, selfefficacy, and quality of life
improved by 18% (P=0.035),17%
(P=0.041), and 24% (P=0.047),
respectively. New York Heart
Association (NYHA) class
improved in11of the 28 (39%)
PREFER patients compared with 3
of the 29 (10%) control patients
(P=0.015).

At-home care, not in the
outpatient clinical setting

>Professionals felt CES was an
ethical ‘free zone’ where they can
develop trust and gain confidence
>Obtaining a comprehensive view
of the patient case along with
integrated understanding were
discussed along with facing
different points of view

Collaboration and meetings
with PC provider
implemented into the
curriculum if referred

LOE: I

Setting: Sweden

Habermas’
theory of
communicativ
e actions

Qualitative
descriptive
design
LOE: III

Sample: 7 team
member
professionals of
the PREFER
study (physician,
nurse, OT, and
PT)
Setting: Sweden

>Participants were engaged
in the Palliative advanced
homecaRE and heart
FailurE caRe (PREFER)
research project
>They met
interprofessionaly for CES
meetings every 3rd month
for 3 years

Supports PC in HF as
patient-centered care
Improvements in selfefficacy, QOL as well as
symptom burden through
different NYHA classes

Focus more on healthcare
providers’ views on
collaboration- not so much
with the PC implementation
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Author (Year)

Purpose

Bierle et al.
(2021)

To review current
models of
palliative care as
well as the role of
the critical care
nurse in these
models

Botha (2020)

An expert review
on critical
nursing care for
patients with
heart failure

Theory/
Framework
Unreported

Design

Sample/ Setting

Survey/Instruments

Study Findings

Implications

Expert
opinion by
three nurse
researchers

Sample:
unreported

Literature review analyzed
in an expert opinion and
recommendation by three
nurse researchers

>Recommends using decision
support tools (i.e. CARES tool) to
clarify patient and family wishes
as well as guide plan of care
>Recommendation for palliation of
symptoms r/t HF in the acute care
setting
-Dyspnea (decrease pulmonary
congestion through diuretics,
opioids, aerosolized furosemide)
-Depression (20% of HF pt have
depression – lack of evidence on if
SSRIs help)
-Edema (med management and
diuretics, fluid restriction,
compression)
-Pain (usually 2/2 noncardiac
conditions)
-Others (thirst, etc.)
>Family-centered, inclusion of
grief care plan (more appropriate
for acute care)
>Nurses should be aware of their
own biases throughout the PC
process and decision-making
process

>Limitation: focuses on the
ICU / inpatient setting
>Highlights that all HF
patients are candidates for
some level of palliative care
>Mentions gap that there are
limited studies addressing
HF population and PC needs
>PC is critical for the
treatment of patients with
HF and improves QOL
>Integrated PC model- PC
is a part of usual care
-A vision of holistic care to
ALL pts with chronic
illness, no matter at which
stage of the continuum
-Importance of ADs
-ICD and LVAD
deactivation preferences
-QOL vs quantity of life
>Patient preferences can
change as the disease
changes, and this must be
addressed on a continuum

Literature review to
comprise an expert review
on HF care and nurse role

>Nursing duties include patient
monitoring, including medications,
fluid balance, exercise, mental
health, night-time comfort, and
thorough education.
>Palliative care is equally critical
for the care of a patient with HF

>Limitations: focuses more
on nurses, limited details on
palliative care
>Palliative care should be
integrated throughout the
management of HF
>Family should be involved
in PC discussion

Setting:
unreported

LOE: V

Unreported

Expert
review

Sample:
Unreported

LOE: V

Setting: South
Africa
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Author (Year)

Purpose

Campbell et al.
(2018)

To develop and
test a definition
of which patient
needs to see a PC
specialist

Theory/
Framework
Unreported

Design

Sample/ Setting

Survey/Instruments

Study Findings

Implications

Longitudinal
study

Sample: 272
Patients at below
center with
suspected HF
meeting criteria:
s/s of HF, BNP
>100, certain
echocardiogram
findings

Baseline scores as well as
review and repeat scoring
every 4 months for up to
12-21 months

-Evaluation of patient-reported
outcome measures (PROMs)
including depression, anxiety,
QOL, symptoms (through the
KCCQ), Edmonton Symptom
Assessment Scale as well as
Hospital Anxiety and Depression
Scale.
-Definition for the need for a
specialist PC was if PROM
measures were impaired for two or
more consecutive check-ins
-27% of study participants needed
a PC specialist. Of these 74, 20 of
their patients died during the
study.
-KCCQ was easiest in identifying
patients who need a referralspecifically if the summary score
is <29

>Details the need for referral
to specialist PC care and
when that should be decided
>KCCQ is a useful tool for
identifying palliative care
needs in patients with HF

PubMed, Embase,
CINAHL, Cochrane, and
Web of Science
synthesized using the eightdomain framework of
palliative care as identified
by the national coalition for
hospice and PC

-Only one study described the
integration of PC service in HF
program
-Most were in-home PC or
specialist PC care
Most common domains addressed:
physical, structural &
psychological
-Cultural, ethical/legal (advance
directive (AD), advance care
planning (ACP), surrogate
decision-maker documents)
domains were least commonly
addressed
-Only four studies included
caregivers

Reviews eight domains of
PC

LOE: II

Setting: One
center that serves
a local
community
hospital in the
UK

DeGroot et al.
(2020)

To review the
literature
regarding
outpatient PC in
HF

Clinical
Practice
Guidelines for
Quality
Palliative Care

Systematic
Review
LOE: II

Sample: 19
studies of
outpatient PC in
patients with HF
Setting: Johns
Hopkins School
of Nursing,
Maryland, USA

Highlights lack of PC within
HF curriculum
Need for “feasible, efficient,
evidence-based ways to
implement primary PC”
States that many PC tools
are based on provider
prognosis and not patient
needs
Cultural gaps in PC and HF
(African Americans)

70
Table C.1 Continued
Author (Year)

Purpose

Ejem et al.
(2021)

To explore
religion and
spirituality (R/S)
among African
American
patients with HF
and their family
members

Theory/
Framework
Unreported

Design

Sample/ Setting

Survey/Instruments

Study Findings

Implications

Embedded
qualitative
interview
within an
RCT
(ENABLE
CHF-PC)

Sample: 15
African American
patients with HF
and 14 of their
family/ caregivers

16 open-ended questions at
~40minutes per interview.
Baseline parameters were
collected at the beginning.
The sample was obtained
from a larger RCT trial (see
Bakitas et al., 2017)

Themes:
R/S in life with illness
-Prayer helps with coping
-Faith is important to hope
-Three patients did keep R/S
separate from illness
Discussion of R/S in clinical
experiences: current vs desired
-Nearly all study participants
reported that R/S is infrequently
discussed. Patients varied with
their desires, but most
family/caregivers believed that R/S
should be discussed during clinic
visits

Emphasizes the importance
of culturally competent
palliative care
A limitation is that it only
reviews one culture: African
American
Discusses that R/S is often
not addressed in clinical
visits
-Provides questions to ask
patients about their
spirituality and religion
Found that caregivers and
patients have differing
wishes—important to
remember

>The most reported symptoms:
-Tiredness (74%)
-Pain (64%)
-Dyspnea (57%)
-Drowsiness (45%)
-Anxiety (45%)
-Depression (43%)
>Most frequently addressed issues
-Pain management (55%)
-ACP (54%)
PC medications
-Opiates
-Laxatives
-Anti-neuropathic
-Antidepressants
>Palliative Prognostic Index (PPI)
was used to evaluate functional
capacity at the baseline

>Thorough example with
specific patient details on
PC within a HF clinic,
however, this clinic has PC
specialists embedded, not
just cardiology practitioners
>Outlines goals of
embedded PC- symptom
management, counseling
regarding goals of care as
well as discussion of hospice
when appropriate
>The downside to PPI –
only validated with
oncology patients

Setting: Southern
U.S.

LOE: III

Gandesbery et
al. (2018)

To evaluate
patients within an
outpatient
palliative
cardiology
service

Unreported

Retrospective
chart review
LOE: III

*also used KCCQ as a
baseline parameter

Sample: 80
patients within an
outpatient
PC/Cardiology
group
Setting:
Cleveland Clinic,
Ohio

Charts were reviewed
retrospectively to find
patients in inclusion criteria
along with assessing for
reported symptoms, issues
addressed as well as
medications prescribed
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Gelfman et al.
(2017)

To identify gaps
that need to be
addressed to
integrate PC into
HF patient care

Grant & Graven
(2020)

To identify
support services
that caregivers
would find to be
useful in caring
for HF patients at
home in order to
enhance
palliative care for
HF patients

Theory/
Framework
Unreported

Unreported

Design

Sample/ Setting

Survey/Instruments

Study Findings

Implications

Literature
review with
expert review
and research
agenda
development
LOE: V

Sample:
unreported

The review did not list the
databases used for the
literature search
Mention of the previous
symposium where 10
cardiology and 6 palliative
care experts participated to
develop a list of priorities
(Table 1)

>Four research points found
1-Understand symptoms
2-Address needs of caregivers
3-Improve understanding of HF
including trajectory and ACP
4-Determine PC including those
who would like life-prolonging
therapies

>Highlights importance of
the four research points
including care for caregivers
>Table 1 shows results from
asking providers what
models have helped
integrate PC into HF care →
one is palliative care
embedded into a clinic
module including training of
NPs
>Table 2 shows a summary
of key HF guidelines for
integrating PC

A crosssectional,
descriptive,
exploratory
study
LOE: III

Sample: 530
heart failure
caregivers

Participants were recruited
using purposive sampling
for an online study
Online self-report
instrument
Content and quantitative
data analysis was then
conducted

>Needed support services:
caregiver education, information,
and training, caregiver support
>Caregivers listed helping HF
patients with ADLs, providing
emotional and motivational
support to be the top burdensome
aspects ->Cost-effective heart
failure support including financial
and supportive care support was
listed as the highest priority
requested by caregivers at n = 262.
>Personal care (n = 59 ) was a
high priority within this. At n =
182 information/ education and
training was the second high
priority for caregivers

Limitation: focuses a lot on
HF caregivers, not the
patient

Setting: United
States

Setting: Two sites
in the southeast
US

Emphasizes the importance
of caregiver/ family member
involvement
Discusses a barrier that
patients and family members
also may see palliative as
EOL care rather than
helping pt to live well with a
chronic illness
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Purpose

Hansen (2021)

To review the
literature to
answer if
patients with
HF have
improved
outcomes
when
palliative care
interventions
are
implemented

Im et al. (2019)

To look into
patients with
HF and their
caregivers’
understanding
of disease,
experiences
and
perceptions
on EOL
discussions

Theory/
Framework
Unreported

Design

Sample/ Setting

Survey/Instruments

Study Findings

Implications

Systematic
review and
Expert
opinion

Sample:
CINAHL,
PubMed articles
over the past 3
years

Literature review
analyzed in an expert
opinion and
recommendation by four
nurse researchers

>Palliative care interventions were
found in most studies to improve
QOL, and symptom burden as well
as decrease anxiety and depression
among patients with HF.
>Contributed to fewer readmissions
or ER visits
>Palliative care did NOT affect
patients’ likelihood of choosing
comfort care/ hospice
>No impact on mortality in two of
the studies
>Article comes up with
recommendations for integrating
palliative care triggers
-Know the evidence
-Provide thorough education to pt
and family
-Identify barriers at the workplace
-Engage in quality-improvement
projects
-Collaborate with stakeholders

>Highlights importance of
prognosis discussion- AHA
recommendation of
discussing HF prognosis
annually, only 12% of
providers are doing this and
4% have never discussed
prognosis according to a
2015 study reviewing selfreports from providers
Palliative care is endorsed
by the ACC/ AHA and
World health organization
>Palliative care is underused
in HF- 6% of hospital
admitted patients receive a
consult despite the prognosis
>Makes mention of barriers
to palliative care including
lack of provider knowledgeconfusion with hospice as
well as prognostic
uncertainty with HF

Semi-structured
interview guide- with 10
open-ended questions
and a few prompt
questions

>Themes:
Experiences- limiting fluid or salt at
a restaurant
Adaptations/ challenges- putting TV
or computer in a central room to
avoid stairs
Understanding illness vs
understanding illness management:
most patients knew they had HF
(some did not) however they did not
articulate the seriousness or severity.
Experiences of uncertainty: many
patients did not correlate
exacerbation sx with HF, but
caregivers did.
EOL communication: Most patients
had not engaged in EOL discussions
with family or providers
>Caregivers were found to
supplement patient understanding
and thus decrease uncertaintyalthough caregivers were uncertain in
some cases

Points out that EOL
communication often occurs
very late in the course of HF

LOE: II
Setting: Portland,
OR

Reconceptualized
Uncertainty in
Illness Theory

Interpretive
descriptive
qualitative
study
LOE: III

Sample: 19
participants, 12
patients and 7
caregivers.
Inclusion (65 yrs
and older NYHA
class III/IV or 80
yrs or older
without current
palliative care
provider
involvement and
not on a
transplant list)
Family and
caregivers of
patients were also
invited to
participate
Setting: one
outpatient clinic
in Ontario,
Canada

By incorporating EOL
discussion into HF
management, the course
becomes person-centered
and less disease oriented
Highlights the importance of
patients and family members
understanding implications
as well as the trajectory of
HF in order to then be
educated on EOL decisions
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Kane et al.
(2018)

To evaluate
whether an
intervention
involving the
Integrated
Palliative care
Outcome
Scale (IPOS)
influences
patient
experiences

Kernick et al.
(2018)

To review
existing
literature
regarding
ACP in HF

Theory/
Framework
Innovative Care
for Chronic
Conditions
(ICCC) – patients
to be informed,
active participants
in their healthcare.

Design

Sample/ Setting

Survey/Instruments

Feasibility
study using
mixedmethods

Sample: 18
patients and 4
nurses involved
in program

Semi-structured
interviews were
conducted

LOE: II

Setting: Ireland

>Three themes: identification of
unmet needs, holistic assessment and
patient empowerment
>IPOS helped provide patientcentered care but identifying unmet
needs. Vocabulary prompts to
describe symptoms as well as open
ended questions were helpful
>HF patients under report their
symptoms
>Patients were more motivated to
take part in their HF after
intervention and IPOS

>Shows IPOS to be a useful
tool for patient
empowerment and to help
them have their needs met
>Provides a list of
symptoms for pts to choose
from
>Comprehensive view of pt
life including financial
burden
>Support for IPOS
>Nurses felt intervention
was helpful to address
psycho-social and spiritual
distress

Unreported

Systematic
review and
narrative
analysis of
combination
of RCTs and
other studies
LOE: II

Sample: 8 articles

MEDLINE, Cochrane,
CINAHL and Scopus
were searched. Articles
were screened by two
researchers for criteria.
Cochrane methods was
used and PRISMA was
used for reporting

>Implication for practice: specialty
referral to PC for all HF patients is
not sustainable, however, integrating
PC into general cardiology care (with
access to specialist when needed) is
promising
>Four studies showed reduction in
hospital admission/ readmission (p<
.09)
>Several different QOL assessment
tools were used throughout the
literature including KCCQ.
>ACP was found to improve QOL in
all articles→ one study found an
improvement in KCCQ to be
statistically significant with p = .035
>Symptoms of patients improved
with ACP in the three RCT studies
within the review (p<.05)

>Emphasizes that in order to
embed ACP properly,
cardiology groups may need
to be the providers
conducting these discussions
>Articulates need for
referral pathway to specialty
PC
Supports ACP discussions
by cardiology in detail
>The limitation as this
article looks only at ACP
and not the other robust
aspects of PC

Setting: UK

Study Findings

Implications
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Lewin et al.
(2017)

To evaluate
outcomes of
inpatients
with HF with
PC care
embedded in
HF Care vs
regular
cardiac care

Maciver & Ross
(2018)

McConnell et
al. (2020)

Theory/
Framework
Unreported

To discuss
integrating
PC into HF
EOL care
through
guidelines
and EBP

Unreported

To discuss the
need of
implementing
PC in HF

Unreported

Design

Sample/ Setting

Survey/Instruments

Study Findings

Implications

Nonrandomiz
ed
prospective
study
comparing
outcomes
LOE: I

Sample: 40
patients- 20
intervention (PC)
and 20 with
regular care

Patients were found eligible
through the cardiac team.
Patients were educated on
study and agreeable to PC
care.
SPSS was used with
ANOVA

ACP reached 100% for the
intervention group (p<.001)
whereas it did not change in the
control group – stayed at 33%
percent

>Downside: inpatient setting
and uses PC specialists
> highlights the gap of heart
failure specialists needing to
provide PC to patients
“Supportive Cardiology”
service with PC specialists
embedded into HF team
>Embedded design helped
with collaboration and
promoted patient-centered
care

Expert
opinion
LOE: V

Sample:
unreported

Expert opinion on
implementing PC into HF
EOL care through
guidelines and evidencebased research

Reviews four key areas of PC
-ACP- 1, identify surrogate
decision maker, 2, reflecting on
values/wishes/belief and 3,
preparing surrogate for future
decision making through
discussion
-shared decision making
-routine eval of symptoms & QOL
(MLHFQ, KCCQ, to measure
QOL)
-specialist referral at EOL –
hospice vs palliative

>Thorough review of four
key elements of which could
be used for module
development
>Also supports palliative
referral for EOL patients but
suggests palliative care
should be integrated into HF
program for all patients

Expert opinion on how to
implement PC in HF in a
better way

>Highlights gaps as well as the
need for PC in HF in Europe
>There needs to be a PC
champion who will “win the
hearts and minds of cardiology
practitioners”
>Using a whole systems approach

Provides relevant literature
search
Specific to Europe

Setting: Toronto,
Ontario academic
hospital

Setting: Canada

Expert
opinion

Sample:
unreported

LOE: V

Setting: UK

Patients reported an
overwhelming high satisfaction
with PC involvement
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Mendes (2019)

To review
EOL
discussions in
HF- the
importance,
barriers as
well as
solutions in
this topic

Singh et al.
(2021)

To review key
elements of
integrated PC
for patients
with heart
failure

Theory/
Framework
Unreported

Care continuum

Design

Sample/ Setting

Survey/Instruments

Study Findings

Implications

Expert
opinion
LOE: V

Sample:

Literature review to support
expert opinion and
recommendations on HF
and EOL care

Reasons PC is appropriate in HF:
>More than 30% of HF pts die
within 1 year of dx
>Sudden death accounts for 3550% of deaths within 2 yrs of HF
diagnosis
>HF patients are 6-9x more likely
to experience sudden cardiac
death than people without HF
>Patients should have had time to
come to terms with their illness as
well as reflect on their preferences
before decisions are made

>Emphasizes the importance
of PC in HF
>Acknowledges barriers to
this including unpredictable
trajectory
>Point that EOL discussions
include pertinent decisions,
thus it should be discussed
when the patient is well
enough to make such
decisions
>Decisions discussed and
then made at a later time to
allow for time to think it
through

Systematic
review
LOE: II

Sample: 79
articles that med
inclusion criteria
Setting: Australia

CINAHL, ovid MEDLINE,
Scopus and OpenGrey were
searched in order to conduct
a review using the Joanna
Briggs Institute
methodology

Key elements
Clinical: patient-centered
(individualized, pts must
understand trajectory as well as
symptoms and management),
timing/ specialist referral
(identifying who needs referral
through tools)
Professional: team approach,
palliative care champion, joint
education on HF and PC
Organizational: Integration of PC,
developing a model
System: models for remuneration

>Emphasizes need for
referral tool
>Supports patient-centered,
although does not emphasize
family/ caregiver importance
>Need for multidisciplinary
communication, to include
PCP, PC (if referred) cards,
therapies, social work,
pharmacists, etc.
-supports SW on team
>Recommends cardiologist
to be palliative care
champion, can work in
collaboration with PC
>Emphasizes importance of
embedding PC within CHF
management by cardiology
group

Setting: England
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Walthall et al.
(2020)

To evaluate if
a program for
symptom
support would
be beneficial
for HF
patients in a
hospice
setting

Theory/
Framework
Unreported

Design

Sample/ Setting

Survey/Instruments

Study Findings

Implications

Pre/post
mixed
methods

Sample: 12
patients

Patients were acquired
through convenience
sampling as NYHA class III
and IV.
MLwHFQ, Emotion
Thermometer were given
before and after the
program
SPS version 21 was used to
assess data

>58% of participants reported a
physical QOL improvement and
50% reported an emotional QOL
improvement via MLqHFQ. >No
significant difference (p<.05) was
found in overall QOL regarding
emotional and physical QOL
>Patient themes: demystifying
palliative care and hospice care,
positivity and wellbeing through
group course
>7/12 patients were not ready to
talk about EOL while 5/12 were
very aware of mortality
>Overall, positive response from
patients

>Hospice setting and
primarily delivered by PC
specialists although a HF
specialist was also used for a
section. Also, education was
done in group settings
>Provides a great outline for
a program that could be a
source for the developed
program
>Although it adds that
hospice and palliative need
to be demystified
>Preferred place of death

Setting: UK
LOE: II

Evidence Levels
Level I
Experimental study, randomized control trial (RCT), Systematic review of RCTs, with or without meta-analysis
Level II
Quasi-experimental study
Systematic review of a combination of RCTs, and quasi-experimental or quasi-experimental studies only, with or without
meta-analysis
Level III
Non-experimental study
Systematic review of a combination of RCTs, quasi-experimental and non-experimental studies, or non-experimental
studies only, with or without meta-analysis
Qualitative study or systematic review with or without a meta-synthesis
Level IV
Opinion of respected authorities and/or nationally recognized expert committees/consensus panels based on scientific
evidence. Includes: Clinical practice guidelines, Consensus panels
Level V Based on experiential and non-research evidence
Includes: Literature reviews, Quality improvement, program or financial evaluation, Case reports, Opinions of nationally
recognized experts(s) based on experiential evidence

Source: https://www.hopkinsmedicine.org/evidence-based-practice/_docs/appendix_c_evidence_level_quality_guide.pdf
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APPENDIX D
SURVEY FOR THE EXPERT PANELISTS
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Integrating Palliative Care Module into an Existing Heart Failure Clinic
Thank you for your time and interest in my Doctor of Nursing Practice (DNP) scholarly
project. The completion of this survey will assist in validating a palliative care module that I
have developed after extensively consulting the literature. As an expert, you will be noting the
usefulness and appropriateness of this module as well as the ease of use. The mission of this
DNP scholarly project is to increase access to palliative care services for patients with heart
failure. Additionally, the vision of this project is to provide an evidence-based palliative care
module to be integrated into the existing heart failure clinic. The goal of this project is to propose
a future pilot study where the module can be implemented in the clinical setting for our patients
within the heart failure clinic.
Disclosure: The survey for this scholarly project will be conducted using SurveyMonkey
Survey Software. This research is for residents of the United States over the age of 18; if
you are not a resident of the United States and/or under the age of 18, please do not
complete this survey. SurveyMonkey may have specific privacy policies. You should be
aware that these web services may be able to link your responses to your ID in ways that
are not bound by this consent form and the data confidentiality procedures used in this
study. If you have concerns, you should consult these services directly.
Your consent to participate is implied in the completion of the survey. Should you need
to reach me, Elle McQuagge, please email me at mcqu6071@bears.unco.edu. The Institutional
Review Board of the University of Northern Colorado can be reached at 970-351-1907.
Below is the link to the survey:
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https://www.surveymonkey.com/r/GQ7M5WC
Participant Information
1. Your role [select one]:

MD

DO

PA

NP

2. Total years in practice in your current role [enter number]:
3. Clinical specialty [select one]:
General Cardiology Electrophysiology Interventional Cardiology
Other (please specify) __________________
4. Do you currently provide care for patients with heart failure in the outpatient setting? [select
one]: YES NO
If yes, estimate how many patients with heart failure you care for in one week:
[enter number]
5. Have you ever referred a patient to palliative care OR discussed palliative care topics with a
patient with heart failure [select one]: YES NO
If you selected no, please state what barriers (i.e. lack of understanding, lack of comfort,
time limitations, lack of resources, etc.) you have had in either referring to palliative care or
discussing palliative care topics with patients with heart failure?
______________________________________________________________________________
______________________________________________________________________________
Palliative Care Module
Please review the attached Palliative Care Module
6. Would you consider the content valid and applicable? [select one]: YES NO
Additional comments:
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__________________________________________________________________________
7. Did you find the “Did you know” section to be informative? [select one]
YES NO
____________________________________________________________________________
8. Did you find the module to be useful and easy to follow? [select one]
YES

NO

Additional comments:
_________________________________________________________________________
10. Would you use this Palliative Care Module in practice? [select one]: YES

NO

If No was selected, please explain why:
_________________________________________________________________________
Additional comments:
__________________________________________________________________________
11. Please include any other comments or suggestions related to the usability, practicality, or
content of the module:
______________________________________________________________________________
______________________________________________________________________________
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Dear Healthcare Provider,
As many of you know, my name is Elle McQuagge and I am a current candidate for the Doctor
of Nursing Practice degree at the University of Colorado School of Nursing.
I would like to invite you to participate in my DNP project, which includes the validation and
evaluation of a Palliative Care Module to be used in the First Coast Heart and Vascular (FCHV)
Heart Failure clinic. Palliative care is a recommended service for all stages of heart failure by the
ACC and AHA, however, many patients do not receive this service. Contrary to common belief,
palliative care has been developed to work in tandem with aggressive, life-sustaining cardiology
care. Palliative care has been associated with an increase in the completion of advance care
planning documents, patient quality of life, and in some cases a decrease in hospitalizations. The
mission of this scholarly project is to provide more patients with heart failure with the palliative
care that they need and deserve. Specialty palliative care referral recommendations will also be
included in this module. Ideally, the module will be pilot tested in the FCHV heart failure clinic
after the completion of this project.
Should you participate, you will be asked to critically review the draft of the module that is
attached and answer a short questionnaire. The expected time commitment for participation
(including review and answering the survey) is 20 minutes. All responses are confidential, and
your participation is voluntary.
If you have any questions about the project, you may contact me directly via email at
mcqu6071@bears.unco.edu or by phone at (850) 496-4590. Thank you for your consideration
and support of this scholarly project.
Sincerely,
Elle McQuagge
DNP Candidate
MSN, FNP-BC, RN
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